Study objective -To compare differences in coronary heart disease (CHD) risk factor levels between educational groups in the 1970s and 1980s in eastern Finland. Design and participants -Independent, cross sectional population surveys were undertaken in 1972, 1977, 1982, and 1987 ofrandomly selected men and women aged 30-59 living in two provinces in eastern Finland. Altogether 20096 subjects participated. The lowest observed level ofparticipation in either sex or province in any year was 77%. Serum cholesterol values and blood pressure measurements, body mass index, smoking, and the level of education were determined in each survey using comparable methodology. Main results -More poorly educated men and women had higher levels of all risk factors at the end of the study period (1987). There was no change between 1972 and 1987 in differences between educational groups in mean serum cholesterol values and the diastolic blood pressure level in either sex, and in smoking in men. In women, the proportion of smokers was highest in the better educated in the 1970s but lowest in this group in the 1980s (interaction between year ofexamination and educational level p<0-01). Differences between educational groups in mean body mass index increased with time in both men (p<0-001) and women (p = 0.06).
cross sectional population surveys were undertaken in 1972, 1977, 1982, and 1987 ofrandomly selected men and women aged living in two provinces in eastern Finland. Altogether 20096 subjects participated. The lowest observed level ofparticipation in either sex or province in any year was 77%. Serum cholesterol values and blood pressure measurements, body mass index, smoking, and the level of education were determined in each survey using comparable methodology. Main results -More poorly educated men and women had higher levels of all risk factors at the end of the study period (1987) . There was no change between 1972 and 1987 in differences between educational groups in mean serum cholesterol values and the diastolic blood pressure level in either sex, and in smoking in men. In women, the proportion of smokers was highest in the better educated in the 1970s but lowest in this group in the 1980s (interaction between year ofexamination and educational level p<0-01). Differences between educational groups in mean body mass index increased with time in both men (p<0-001) and women (p = 0.06).
Conclusions -Relative differences between socioeconomic groups in CHD mortality have increased in Finland in the 1970s and 1980s. Present results from eastern Finland show no reduction in differences between educational groups in risk factor levels, and even some evidence of increasing differences. Although a comparison between mortality trends and risk factor trends is problematic, trends in the risk factors analysed do not seem to be a major cause for the increasing differences in CHD mortality in Finland, at least in men. On the other hand, the risk factor trends analysed show no progress towards reducing inequalities in health, a major goal of public health policy. Coronary heart disease (CHD) mortality has declined among the middle aged population in most, though not all, industrialised countries.' Finland has experienced a rapid decline in CHD mortality in both men and women since the end of 1960s.2 Although overall changes in CHD mortality in Finland have been favourable, the relative differences in mortality between socioeconomic groups have grown during the 1970s and 1980s.34 There is evidence for similar developments in the 1970s in England' and in the United States.67
In Finland,348-'0 as in most other industrialised countries," lower socioeconomic groups tend to have a more adverse coronary risk factor profile and a higher coronary mortality than higher socioeconomic groups. A significant part of the excess mortality in the lower socioeconomic groups may be due to the detrimental risk factor profile.9 1213 This suggests an avenue for diminishing socioeconomic differences in health according to the goals of health policy.'4 However, there are a few reports from industrialised countries suggesting growing socioeconomic differences in the prevalence of cardiovascular risk factors, especially in smoking. '5 20 This paper aimed to analyse changes in differences between educational groups in CHD risk factor levels among middle aged men and women in eastern Finland. An Smoking was assessed in all surveys using exactly the same questionnaire. In the analyses, current smokers and those smokers who had quit smoking during the last half year were classified as smokers. Serum cholesterol was determined from frozen samples using the Liebermann-Burchard method in 1972 and 1977, but in 1982 and 1987, serum cholesterol was determined from fresh sera using an enzymatic method (CHOD-PAP, Boehringer (26) 8 1049 (24) 1191 (28) 649 (27) 455 (26) 9-11 561 (13) 712 (16) 491 (21) 480 (28) . 12 395 (9) 549 (13) 369 (16) 23 Years of education was always investigated with the same question: "How many years have you had school altogether or studied full time in your life?" The average number of years spent in full time education has increased significantly during the past 20 years in Finland. Therefore, in order to obtain groups of comparable size in different study years, each five year birth cohort, men and women included, was divided into four educational categories. In the study population, years of birth ranged from 1913 to 1957, so there were nine five year birth cohorts. For each cohort, the mode for the years of education was determined. The tWhen adjusting for age and study area, terms for year and level of education significant (p<O-001) and interaction between year and level of education not significant (p>05).
tWhen adjusting for age and study area, terms for year and level of education significant (p<0001) and interaction between year and level of education significant (p =0-00 1).
mode years for the birth cohorts were, from the oldest cohort to the youngest, 4, 4, 6, 6, 8, 8, 8, 8 , and 10 years. People who had as many years of education as the mode formed what we called the "medium" education category. Those with less education than the medium group belonged to the "low" education group. People in the highest quantile of education formed the "highest" education group. The remaining subjects were called "higher" education group. However, results were also analysed using the absolute cut points shown in table 1. The conclusions from these analyses were identical to those presented. Differences in risk factor levels between educational groups were analysed using logistic regression models for categorical variables and analysis of covariance for continuous variables. A binary variable was used in the logistic re- gression analysis for "smoking". No trend tests were used; education was always treated as a categorical variable with three degrees of freedom (df= 3). All models used included year of examination, living area, and age. Socioeconomic differences in risk factor trends were tested into the model an interaction term between education and year of examination (df= 9).
There are significant differences between the two study areas in risk factor levels.23 Because of this the analyses were first done for the two areas separately. The conclusions from these analyses were the same as those presented here. In addition, no statistically significant difference between the two study areas in changes in differences between educational groups for risk factor levels was seen. Because of this the regional results are not presented here.
Results
Although CHD mortality has declined in all educational groups in Finland, the relative decline has been faster among highly educated men and women ( 
